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Patient's history.-History of squint since infancy, progressive loss of vision in left eye for five years, and supra-orbital headaches for three months.
Examination.-Generalized neurofibromatosis and cafe-au-lait patches. Visual acuityleft eye-1/60 with large nasal field defect. Left optic disc myopic. Congenital abnormality of left iris. Left sixth and partial third nerve paresis, and left pulsating enophthalmos.
Investigations.-X-ray of skull shows gross elevation of left sphenoidal ridge, gross enlargement of the pituitary fossa; enlargement of the left orbit and a defect in the greater wing of the sphenoid on the left side.
Electro-encephalogram shows no abnormality. Left arteriogram suggests large space-occupying lesion on the left side of the sella, displacing the carotid siphon forwards, downwards and medially.
The opinion of members was asked as to the nature of the space-occupying lesion and the treatment recommended. The patient was treated with intramuscular injections of penicillin 100,000 units fourhourly. The pain and tenderness subsided but the facial palsy remained unchanged. She was re-examined on December 7, 1948, and her condition was stationary.
It is presumed that in this case infection residual from the appendix abscess and causing the rigors had involved the right and then the left petrous bone. It is very difficult to see how infection could track from one petrous to the other without involvement of venous channels and possibly of the cavernous sinus which seemed to be unaffected. The possibility of a basal meningitis was considered but there have been no signs of intracranial infection. The diagnosis of polyneuritis cranialis has no value, but the actual cause of the bilateral cranial nerve palsies in this case is obscure.
